Failure to intubate the trachea continues to claim the lives of women undergoing caesarian section. Obstetric anaesthetists have been advised to desist from prolonged attempts to intubate, and to provide either inhalational anaesthesia via aface mask, or regional anaesthesia. A case is described in which neither of these options was considered appropriate.
CASE HISTORY
A slim 23-year-old Vietnamese woman was admitted in early labour. The antenatal course of this, her second pregnancy, had passed without incident. She had never had a general anaesthetic. She did not speak English. She had mild irregular contractions and three hours later the membranes ruptured revealing bloodstained liquor. The presenting part was a vertex 2 cm above spines and the cervix was 2 cm dilated. Seven and a half hours after admission the bleeding had increased and some clots were passed. A coagulation screen was normal, the cervix was 4 cm dilated and contractions had become regular. In the absence of foetal distress labour was allowed to continue. Four hours later the foetal cardiograph revealed Type 11 dips with decelerations to 80 beats per minute and the liquor was meconium-stained.
In view of the presence of foetal distress it was decided to perform an emergency caesarian section. The transfusion of a second unit of whole blood was in progress as preparations were made to induce general anaesthesia.
A uterine displacement device was used, preoxygenation was performed for three minutes and cricoid pressure was applied. The mother's systolic blood pressure was 120 mmHg. Anaesthesia was induced with thiopentone sodium 225 mg and suxamethonium 100 mg. When laryngoscopy was attempted gross pharyngeal oedema was discovered. The larynx could not be seen. Oral intubation was attempted blindly with an 8.0 mm cuffed Rusch tube. Attempts were also made with a 7.0 mm endotracheal tube over a metal introducer, but without success. In between these attempts ventilation with a face mask was difficult. Periorbital and facial oedema was present and urticarial wheals gradually spread over the entire skin surface. General anaesthesia was abandoned, ventilation with oxygen was continued and the patient was allowed to recover. During the next few minutes the patient developed generalised oedema. The patient awoke with partial upper airway obstruction and intense pruritis. Oxygen administration was continued and the patient remained flushed and pink. There was no bronchospasm. Maternal systolic blood pressure was 80 mmHg and the foetal heart rate remained at 80 beats per minute.
Hydrocortisone 200 mg and promethazine 25 mg were given intravenously. Blood transfusion was continued.
Because of difficulty with ventilation and the failure of laryngoscopy it was decided to attempt awake intubation. The nose was painted with 25 OJo cocaine paste containing 0.2OJo adrenaline and 4OJo lignocaine 4 ml were injected through the cricotracheal membrane. A warmed, well lubricated 6.5 mm cuffed Portex tube was inserted through the nose into the pharynx. The nasal mucosa felt spongy despite the application of the cocaine paste. The tube was advanced and guided by manipulation of the patient's head.
The accuracy of placement was monitored by the breath sounds in the tube during its passage along the airway. The tube entered the larynx at the first attempt. The cuff was now inflated and general anaesthesia was induced with equal parts of N 2 0, 02 and 0.5OJo halothane. After the administration of pancuronium 6 mg IV ventilation was controlled.
Anaesthesia was subsequently uneventful. Maternal systolic blood pressure which had been 110 mmHg before intubation was 120 mmHg after anaesthesia was induced. A female infant weighing 3.4 kg was delivered, with an Apgar score of 3 at one minute and 7 at five minutes. Retroplacental clot was present along one edge of a circumvallate placenta. The baby developed mild jaundice on the third day but subsequent progress was satisfactory.
Indirect laryngoscopy was performed one month post partum. The larynx was easily seen and appeared normal.
Skin testing was performed three months post partum. There was no response to the intradermal injection of 0.1 ml of a 1: 1000 dilution of either thiopentone or suxamethonium, nor was there any response when 1 ml of each of the 1: 1000 test solutions was administered intravenously. DISCUSSION The massive facial and pharyngeal oedema, which occurred immediately after induction made it impossible to insert an orotracheal tube in this patient. This reaction was thought to be an anaphylactoid response but skin testing has proved negative. A blood transfusion was in progress but the patient had none of the stigmata of a transfusion reaction when positioned on the operating table before induction. Thus the cause of the oedema is obscure.
Obstetric anaesthetic deaths are described in recent reports from both the United Kingdom and Australia as a direct result of difficulty in intubation.l,2
These were due either to hypoxia or associated inhalation pneumonitis, Tunstall has described a "failed intubation drill".3 In the presence of an adequate airway, inhalational anaesthesia is continued by face mask. When the airway is difficult to manage in the unconscious state, the patient can be allowed to recover before a local or regional technique is employed. General anaesthesia by mask was rejected in this patient because of the persistent upper airway obstruction.
Regional anaesthesia was also inappropriate. Firstly, the loss of vascular tone in a hypovolaemic patient could lead to circulatory collapse. Secondly, should disseminated intravascular coagulation develop in association with the placental abruption, needling the epidural space could result in the formation of an epidural haematoma. We could not communicate with the patient and it would have been difficult to ensure her cooperation for caesarian section under infiltration anaesthesia. Had blind nasal intubation failed, it would have been necessary to perform a tracheostomy under local anaesthesia before induction of general anaesthesia. Gutsche 4 and Abouleish 5 recommend blind nasal awake intubation in difficult cases. Because of the engorgement of the nasal mucosa at term, passage of a nasal tube may be dangerous, and this contributed to a death in South Australia in 1957. The anaesthetist, having failed to insert an oral endotracheal tube attempted nasal intubation and produced a massive and uncontrollable haemorrhage.
It is essential to shrink the nasal mucosa, to reduce its vascularity with cocaine, and to use a warm soft tube of small size. Manipulation of the tube must be gentle, and a gum elastic bougie may aid the bending of the tube in the naso-pharynx. Blind nasal awake intubation is not a technique to be learned following intubation failure in parturients, but it can reasonably be employed in other less dramatic AnaestheSia and Inlensivf Care, Vol. X, 1'/0. 2, lV/a} ', 1982 circumstances, and the opportunity for practice should not be lost. It is suggested that blind nasal awake intubation should be added, as an option, to the carefully reasoned failed intubation drill described by Tunstall, for use on the rare occasion when neither face mask anaesthesia nor regional anaesthesia is suitable. 1, indicated a positive reaction to decamethonium. The patient was given a letter stating that she was allergic to decamethonium and there was no reaction to thiopentone, suxamethonium and gallamine. On July 15, 1981, she was to undergo removal of three wisdom teeth. Premedication was intramuscular pethidine 100 mg and atropine 0.6 mg. Before induction of anaesthesia her systolic blood pressure was 115 mmHg and pulse rate was 80 per minute. After skin infiltration with lignocaine and 1: 100,000 adrenaline, an intravenous drip of Hartmann's solution was established. Ten minutes later after 150 ml was infused, she was given intravenously, at two minute intervals, suxamethonium 2 mg, then thiopentone 12.5 mg and finally gallamine 2 mg.
After two minutes no reaction had been
